Study objective -To assist a purchasing district in the planning of services for low back pain by assessing the prevalence of symptoms and the current involvement of primary, secondary, and complementary care in the treatment of low back pain. In the light ofthese findings, to assess further the potential impact of a new system of open access to physical therapy, as recommended by the British Clinical Standards Advisory Group (CSAG).
vey approach using postal questionnaires. Subjects -Altogether 1437 men and 1747 women aged 25-64 years, randomly selected from the family health services association register in Bradford. Main results -An annual incidence of4 7% for low back pain was found, with lifetime, 12 month period, and point prevalences of 59%, 39%, and 19% respectively. Over a one year period, 50 3% of episodes were acute (<2 weeks), 21% were subacute (2 weeks-3 months), and 26% were chronic (over 3 months) in duration. Altogether 17*8% of the population in this age range experienced referred pain, numbness, or tingling, and 6-4% took time off work as a result of low back pain. In the same year, 20% of the population in the same age range consulted no-one about their pain, 13-7% were treated at the primary care level, 4% received secondary care, and 3% visited a complementary therapist. One fifth of those who did not consult a professional experienced severe pain during episodes. Prevalence estimates indicate that an emphasis on early intervention and primary care management of simple low back pain as recommended by the CSAG could generate a 131% surge in demand for physical therapy. Conclusions -Local prevalence estimates may allow purchasers to estimate the potential effects of a shift in management policy for low back pain and to highlight areas of unmet need in terms of resources and patient education. Low back pain (LBP) continues to present a major challenge to industrialised societies. Its associated disability is a problem which some suggest has reached epidemic proportions,' and its effects on industry and health services are increasingly felt. During the past decade, the number of days of certified incapacity due to back pain has tripled to an estimated 106 million,2 and the number of patients referred to hospital has increased fivefold.3 At a total social cost to Britain of nearly 6 billion in 1993, the price of LBP continues to rise by an estimated £500 million each year.3
A recent British report issued by the Clinical Standards Advisory Group (CSAG) has recommended purchaser specific contracts for LBP, with an emphasis on primary care management of the problem. In particular, it recommends that general practitioners have open access to physical therapy. 3 However, previous studies have demonstrated that regional differences exist in rates of general practice consultation for LBP. 4 If purchasers are to plan effectively and improve standards of care for those with LBP, local baseline estimates ofneed and current health care use are necessary. This study assesses the prevalence ofLBP in a northern city in the UK. It identifies patterns of health seeking behaviour and explores the factors which influence the decision to consult. In doing so, it aims to assist purchasing districts in their evaluation of existing service provision for LBP. Furthermore, it considers future care provision in the light of the CSAG recommendations for the management of LBP.
Methods

INSTRUMENTATION
A two-phase postal questionnaire approach was taken. An initial screening questionnaire (phase 1) consisted of a set of enquiries about activities of daily living, and sought information on medical history, dependency, and employment status. Recipients were directed towards a mannikin which contained a shaded area between the lowest rib and the gluteal folds,5 and were asked, "Have you ever had back pain in the area shown below which lasted for more than a day?". Having excluded pain associated with menstruation, pregnancy, and feverish illness, those who answered positively were asked whether they had experienced pain in this area of the back during the past 12 months.
A more detailed questionnaire (phase 2) was then sent to all those who had reported low back pain during the previous year. This second questionnaire was designed as a tool which could be used periodically by purchasers to evaluate changes in the occurrence and impact of LBP. It thus concentrated mainly on LBP episodes which occurred during a period of 12 months before the study. This "snapshot" approach was also preferred for its potential to reduce problems relating to anamnesis, given that the quality of recollection of detail relating to a back pain episode diminishes over time. 
29, 55/1000) for men and 54 per 1000 (CI: 40, 71/1000) for women. Using a visual analogue scale, subjects described the intensity of pain reached during the previous year when their backs were at their most uncomfortable. On a scale of 1 to 10, subjects reported a mean pain score of 6-24. "Mild" pain ranging between 1-4 on the scale was reported by 26-5%, "moderate pain" (range 5-7) by 40-8%, and "'severe pain" (range 8-10) by 32-6% of those with LBP. Levels of pain showed a pattern of increase according to duration of the episodes. Those with acute episodes reported significantly lower levels of pain than those with subacute or chronic LBP (Mann-Whitney p<0-01).
Symptoms of referred pain, numbness, or tingling spreading to the legs were also present amongst 45-6% of subjects who reported LBP during the previous year; the equivalent of 17-8% of the population aged 25-64.
Altogether 48-5% of subjects who had experienced LBP at some time during the previous year also reported LBP on the day of the study. For this group ofsubjects, measurements on a second visual analogue scale indicated a mean pain score of 4-25 on the day of the study, as compared to a mean pain score of 6-74 at a time during the previous year when their LBP was at its most uncomfortable (Wilcoxen p<0-01). These subjects also averaged a mean score of 5-4 (out of a possible 24) on the Roland disability questionnaire, and table 2 shows age by sex population means for disability caused by LBP. Those aged 55-64 years experience significantly higher levels of disability than those aged 25-34; however, no other age or sex differences in disability were detected. It is important to note that very few people with LBP on the day of the study were without some limitation. Only 4-5% experienced no disability whilst 64-4% scored between 1 and 6 points; 22-7 between 7 and 12 points; and 8-4% scored 13 points or over. Table 3 lists those items on the Roland disability questionnaire most frequently chosen by subjects experiencing LBP on the day of the study. The wide ranging impact of LBP was indicated by the fact that almost half of those with LBP on a single day experienced sleep disturbance, and a third reported that they were more irritable and bad tempered than usual. EMPLOYMENT An examination of the beliefs of respondents concerning the cause of their LBP revealed that over a third (35%) attributed this to the nature of their job or to a work related accident. In Table 3 
PATTERNS OF HEALTH CARE
Estimates of prevalence, duration, and severity are useful indicators of the widespread nature of LBP; however, if purchasers are to identify areas of unmet need, these figures must be viewed alongside current trends in health seeking behaviour. Table 4 provides details of contact with individual LBP professionals or agencies, and expresses these contacts as a prevalence per 1000 people. For example, over a 12 month period, 143-6 per 1000 of the 25-64 year old population consulted their GP about LBP, and an estimated 38-2 per 1000 consulted a hospital doctor. What factors affect an individual's decision to consult? The longer the duration of LBP episodes, the greater the likelihood of consultation. Indeed those with acute LBP were significantly less likely to consult a professional about their back pain than those who experienced subacute or chronic episodes (X2 31X6; p<001).
Consulters reported higher levels of pain during episodes than non-consulters (MannWhitney p<001) and greater mean disability on the day of the study as measured by the Roland disability questionnaire (Mann-Whitney p<001). Nevertheless, 43% of those reporting some disability on the day of the study had not consulted a professional during the previous year, and one fifth of non-consulters described levels ofpain which were severe (prevalence 38 per 1000 CI: 30, 48). About one in eight (13%) of non-consulters experienced chronic episodes with moderate to severe pain. Exploratory stepwise logistic regression models indicated that consulters were 2-5 (CI: 0-14, 4-83) times more likely to experience severe pain than non-consulters. They were 1X8 times as likely to report both episodes which were over 2 weeks in duration (CI: 0-46, [4] [5] [6] [7] [8] [9] [10] [11] [12] [13] [14] and some form of comorbidity (CI: 0 54, 4-11), and 5-9 (CI: 3.4, 8 5) times more likely to take time off work than non-consulters. The effects of all these contributing factors were adjusted for each other. In population terms, the necessity to take time off work was significantly associated with consultation, given that the confidence intervals for this factor did not overlap 1- This study estimates that 14% (CI: 12%, 16%) of adults aged 25-64 consult their GP for LBP. Traditionally, population studies of LBP give rise to rates of general practice consultation which are higher than those derived from the study of medical records. This study is no exception. The third national morbidity study estimates that 7 5%-9% of adults of a comparable age range consult a GP in a single year. '9 It has been suggested that the disparity between general practice records and patient recall may be due to differing perceptions of symptom priority or of the reasons for consultation, particularly in patients presenting with comorbid conditions. It has been further suggested that whilst medical records may provide useful estimates of current health care consumption, it is likely that population studies better estimate total health care need as perceived by the public. 2 Medical records suggest that each general practitioner has an estimated 400 consultations for back pain per year.2 Despite this, the current study shows that 63% of LBP sufferers chose not to consult their general practitioner, and halfconsulted no-one. The existence ofa subset of non-consulters who described severe pain suggests that current figures underestimate the potential prevalence pool for consultation. The majority (62%) of non-consulters experienced episodes lasting for less than 2 weeks; however, the recurrent nature of LBP'02' guards against dismissal of this group of current non-consulters to the ranks of never consulters. Evidence that half of those who experience LBP are silent about their pain, highlights the need to assess the appropriateness of self treatments adopted by the public and the efficacy of public education messages on the self management of pain episodes.
Given the close association between consultation and work loss, and the contribution ofwork related incidents to the alleged causes of LBP, collaboration between employers, health care purchasers, and providers in the prevention and rehabilitation of LBP may prove mutually beneficial. One example of such collaboration might be the establishment of a programme of early, gradual, and biomechanically controlled return to work.22 At present no formal mechanism for such cooperation exists in this country.23
Over a third of those with LBP attribute the cause of their episodes to their job or to a work related accident, and almost two fifths (39%) of these people are treated at the primary care level only. Thus, 14% of all those with LBP are treated by primary health care for what they perceive to be work related LBP. If employers were to develop occupational health programmes in order to take responsibility for the prevention or treatment of this group of consulting workers with job related LBP, we estimate that the demand placed on the primary health care system would reduce by 34%. An alternative approach might be for employers to substitute appropriate health care for all employees who currently take time offwork and consult primary care professionals for LBP. Under these circumstances, primary care involvement in the treatment of LBP could reduce by 25%. By assuming responsibility for the treatment of employees who either take time off work or attribute work related causes to their LBP, or both, employers could reduce the burden of LBP on primary care by as much as 49%. Naturally, not all employers have access to occupational health facilities; however, existing occupational health services could potentially take up at least part of the projected estimate of demand. Experimental occupational health cooperatives could be established to service smaller businesses, thereby offering wider occupational health coverage to the working population.
The CSAG emphasises early intervention in the treatment of LBP and recommends that general practitioners have direct access to physical therapy, namely physiotherapy, chiropractic, and osteopathy for the treatment of simple backache. This study found pathy, and chiropractic could more than double. Purchasing authorities should assess demand at the local level and allocate sufficient resources for the recruitment of physical therapists. Furthermore, purchasers of health care might consider using population studies to observe the effects of service reorganisation on patterns of consultation, referral, and ultimately prevalence of LBP. Health professionals are consulted by only half of those who experience LBP, and a fifth of non-consulters experience severe pain. In one year, LBP also results in sickness absence for over a fifth of those who are employed. Future research might investigate the appropriateness of self treatments adopted, the effectiveness of public education messages on the management of LBP, and the impact on sickness absence of interventions in the workplace.
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